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INTRODUCTION
Data from general practice cooperatives in the UK and
the Netherlands show that children make more use of
out-of-hours care than members of other age groups,
although the health problems of these children are
less urgent from a medical point of view.1,2

Literature shows that parents consult a GP on the
same day when they are worried and when they
discover new, unknown, or disturbing symptoms in
their children.3–5 Parents worry when they think that
symptoms are threatening to their children, and
especially when they feel they have lost control of the
situation.4,5 Fever appears to be the main symptom
that causes concern, followed by coughing and poor
sleeping, eating, or drinking.4,6,7 Previous experience
with doctors and illness in children influences parents’
decisions to seek medical help after hours.8

It is known that parents’ perceptions are crucial,
but it is not known why some symptoms are
considered alarming. Knowledge about underlying
health beliefs is relevant if we want to close the gap
between parents who ask for immediate medical
attention for their children at all times, and doctors
who feel that some parents are making inappropriate
use of out-of-hours facilities.9,10 This study asked the
following questions:

• How do parents decide that their sick child has
symptoms that require immediate medical attention?
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• Which views on illness in children, health care, and
parenting influence their decision making?

This paper proposes that parents’ help-seeking
behaviour after hours can be interpreted as typical
for the ‘risk society’.11,12 However irrational some
parents may seem to GPs, their behaviour might be
in line with the societal trend towards risk aversion.13

METHOD
The study investigated the decision-making
processes of parents by analysing their phone calls
to an out-of-hours primary care cooperative and by
interviewing them regarding reasons for consultation
after immediate care for their child had taken place.
As it was assumed that parents’ decision-making
behaviour is only partly understood, a qualitative
investigation was conducted. The main goal was to
cover the different viewpoints that structure parents’
decisions. The setting of the study was a general
practice out-of-hours cooperative that caters for
approximately 300 000 people in the middle of the
Netherlands. Like other Dutch GP cooperatives, it
provides care for urgent health problems that cannot
wait until regular GP care is available.

Fifty-three parents who visited the cooperative with
a sick child between June and November 2006 were
randomly selected from all parents who arrived at the
out-of-hours cooperative at various specified times
during that period. Informed consent was obtained,
giving permission to examine the medical record of
their child’s visit and their phone call to the
cooperative. Information about the children’s
characteristics, diagnosis, treatment, and urgency
classification was collected from the medical record.
Most parents (n = 47) had phoned beforehand and 44
of their telephone calls were traced in the digital
records of the telephone system. The phone calls
were written out verbatim and analysed.

A total of 19 parents were interviewed at home in
the weeks following their visit to the general practice
cooperative; these parents were selected
purposefully. Earlier research has shown a
relationship between consultation rates and

socioeconomic status,14 or child-related factors such
as age and fever.3,7 Therefore, to ensure a broad
range of opinions, parents from different
socioeconomic backgrounds were chosen, as well
as children with different medical problems and from
different age groups.

The interviews were semi-structured and lasted
between 20 and 60 minutes. They were recorded and
transcribed. The telephone calls were used to gain
insight into how parents voiced the urgency of their
children’s symptoms shortly after they had decided
that out-of-hours care was necessary. The interviews
were used to examine the decision-making process
in depth, including contributing views and
circumstances. The phone calls also served to
validate the individual interviews.

In a second phase of the study, eight parents from
the same area were interviewed; their children had
required immediate referral to hospital care for their
medical problems in the preceding 6 months. The
decision to interview them was made because most
of the parents in the first group had sought
consultation for minor afflictions and the researchers
wanted to know if the decision-making process
differed when children were seriously ill.

Coding was done by hand. An inductive coding
technique was used to identify relevant themes in
the transcriptions. Codes were also developed
within a scheme that categorised the parents’
information from micro to macro levels, ranging from
their definition of the child’s situation to strategies
they used to deal with their child’s disease and their
views on health care in general.15 The interviews
were conducted by one GP researcher. Two
researchers worked on the interpretation of the
material in a cyclical process of analysing and
reviewing the results.

RESULTS
Characteristics of the children whose parents
participated in the study are detailed in Table 1. Most
children were labelled with urgency code U3 by the
triaging assistant; this code stands for: ‘urgent,
assess within several hours for medical or emotional
reasons’.16 However, after examination, a quarter of
the children did not need any treatment, and another
quarter was only given advice about self-treatment.

The stages in the decision-making process before
approaching medical services were the same for
parents in both interview groups, whether their
children were sick because of a self-limiting disease
or a life-threatening condition. This process started
when parents noticed abnormal behaviour or
abnormal physical symptoms in their child. They
tried to think of an explanation for their findings. Was
the child ill? Did they have to do something about it?
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How this fits in
Children attend more out-of-hours primary care than adults for medical problems
that are less urgent, and worry has been known to be an important contributor to
parents’ help-seeking behaviour. This study shows that parents are mainly
concerned with preventing life-threatening diseases, such as meningitis, and that
parental worry is closely related to a more general societal tendency to want to
rule out risk. Parents have adopted diagnostic procedures from professionals
that they use at home for reassurance or to indicate early warning signs.



They applied their usual repertoire of care, observed
and examined their child, and gave medicine if
necessary. When parents felt they were losing control
of the situation, they reached a turning point and
started to think of getting professional help. The
reasons they gave for contacting after-hours services
or wanting medical advice immediately are
summarised in Table 2.

Knowledge of parents and their actions
at home
Most parents said that they had no difficulties in
ascertaining that their child was sick. To do so they
used the extensive knowledge that they had of the
normal behaviour and the normal appearance of their
child. Deviation from the norm was usually the first sign
that something was wrong. Parents described how
their children changed from their normal active selves,
became listless, or wanted to sit on their mother’s lap:

‘She is always a busy little bee. So when she got
that very high fever, she would just lay there in that
playpen. That is not really like her.’
(Parent 11, interview group 1, complaint abnormal
breathing and pallor, no disease found)

Parents watched the appearance of their children:
the colour of their faces, the set of their eyes, and
even their hair:

‘Their behaviour is always very predictable. So
it’s easier to notice that something is wrong.
With [x] for example, he has very cute blond
curls. But when he doesn’t feel well, when he
becomes sickish, his hair turns dull and straight.’
(Parent 10, interview group 1, complaint painful
shoulder, diagnosis clavicle fracture)

Many parents performed diagnostic procedures
on their children before contacting immediate-care
services. As well as taking their temperature — the
procedure mentioned most frequently — parents
had checked for neck stiffness, examined the throat,
palpated the abdomen, tested the eyes of their
children, searched for bruising, and palpated the
fontanelles. Most of these tests seemed to be a
copy of diagnostic procedures of doctors. However,
the interpretation of the outcome of these tests
could differ from the medical viewpoint. Several
parents appeared to use the neck-stiffness test to
reassure themselves, apparently not knowing that a
negative test does not rule out meningococcal
disease.

The subject of fever came up in 21 telephone calls
and 16 interviews. Parents were aware of fever as a
medical symptom, but they diagnosed and

interpreted it in their own way. Many considered
fever, even low-grade fever or a rising temperature,
as an early warning sign. Parents sometimes
consciously deviated from doctors’ advice, as the
following example shows:

Interviewer: ‘Do you use certain values to
decide when to worry?’
Parent: ‘When it’s getting near 40, not before
then. While I know that my doctor said: “If he has
38.5 and he is drowsy, that is much more serious
than when he has 40 and he is still playing”.’
Interviewer: ‘How did you get the notion that 40
is the limit?’
Parent: ‘Don’t know, maybe because you have
always heard that a child with a fever of 40˚ is
always a sick child. And in your thoughts 41 is
really crucial. So when it rises above 39.5, I start
getting something like: “I don’t like this any more”.’
(Parent 23, interview group 1, complaint high
fever and lethargy, diagnosis tonsillitis)
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Children included at Interview group 1b Interview group 2c

cooperativea (n = 53) (n = 19) (n = 8)

Age of child, years
0–4 32 12 6
5–11 19 6 1
12–16 2 1 1

Urgency classification16 assigned
by triaging assistant

U1 (life threatening) 0 0 –
U2 (acute, assess within 1 hour) 5 2 –
U3 (urgent, assess within a 44 16 –

few hours for emotional
or medical reasons)

U4 (routine, no pressure of time) 4 1 –

Diagnosis (ICPC code chapters)
Skin 14 3 –
Musculoskeletal 9 3 –
Digestive 8 3 –
Respiratory 7 4 2d

General and unspecified 6 3 2e

Eye 3 1 –
Ear 2 1 –
Psychological 2 – –
Neurological 1 1 3f

Male genital system 1 – –
Blood and blood-forming organs – – 1g

Treatment by GPs
Explanation 13 3 –
Explanation and advice 13 6 –
Prescription 15 5 –
Other treatment 9 3 –
Referral 2 2h 8
Unknown 1 – –

aData derived from medical records of children’s visit to cooperative. bParents interviewed
after visit to cooperative. cParents of children referred to hospital. dBronchiolitis. eViral
disease. fMeningitis (n = 2); concussion. gAplastic anaemia. hViral disease; clavicular fracture.
ICPC = International Classification of Primary Care.

Table 1. Children’s characteristics.
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The turning point
In their phone calls to the out-of-hours cooperative,
most parents used a non-medical vocabulary to
describe their children’s symptoms. Nonetheless,
almost all interviewed parents had thought of a
medical diagnosis before making their call:

Parent 41: ‘She also had a pain in her neck. It
was completely stiff and hard. That’s when I
thought: “One plus one makes two. I have to rule
something out”. I found it necessary to have a
definite answer that same evening.’
Interviewer: ‘And what did you have to rule
out?’
Parent: ‘Menin, uh, how do you call it?’
(Parent 41, interview group 1, complaint
headache and poor sight, diagnosis low vision
right eye)

Parents decided to ask for help when they worried
about being incapable of handling the situation
themselves. This turning point could come about
through worsening of the child’s symptoms, the
child’s discomfort, or because symptoms that were
alarming developed:

‘Yesterday she wasn’t feeling well. But I thought
that was normal. She had a stomach ache.
Possible. Mommy had her birthday. Didn’t pay
much attention to it, because it was hot and
things like that. But now she is in so much pain
that she says she can’t walk, because her tummy
hurts that much. And it’s very painful in the lower

right side. I thought I’d give it a firm poke to check
if it’s real. When I poke in the right lower side,
really push on it, she winces.’
(Parent 2, phone group, complaint abdominal
pain, diagnosis abdominal pain)

Other parents decided to consult a doctor when
their own approach failed or they couldn’t find an
explanation for their child’s symptoms and started to
think of a serious condition. Some parents said that
their intuition had been important in this process:

‘He was 16 days old. At night he already drank a
bit less, but I didn’t find it alarming. And I noticed
that he was irritable when I held him upright, that
he didn’t like that. In the morning the situation
was more or less the same, he didn’t drink much.
I went shopping on Friday morning and took my
eldest to and from school. And when we came
back from school, it was around 11.45 and my
mother was sitting with him on the sofa and then
he was moaning. Then I thought: “A moaning
baby, that is unusual”. But I wasn’t really
shocked, I wanted to wait and see. And why I
called eventually? I thought: “It is almost
weekend, I’d better call”. I think it was instinctive,
like: “I don’t know; it doesn’t feel right”.’
(Parent F, interview group 2, complaint moaning,
diagnosis meningitis)

Parents could become progressively worried until
contact with a doctor seemed to be the only
recourse for relief:

‘My own uneasiness mounts during the day. In
the morning you make a fresh start: new day,
new chances. In the evening you start to fret
more. Then I call my mother and I call someone
else to ask their opinion. And then finally you
reach the point where you will have to take it
through the night if you don’t act. And what can
I do then to reassure myself?’
(Parent 37, interview group 1, complaint fever
and poor drinking, diagnosis upper respiratory
infection)

Not wanting to take a risk
Many parents talked about their doubts and their
concerns. A phrase they often used was: ‘I didn’t
trust the situation’. They monitored themselves and
regarded their own feelings as a reason to seek
medical advice:

‘My husband had gone swimming and she was
crying a little. At first I thought: “She just doesn’t
want to sleep, so let her be”. But after a while I
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During telephone Interview Interview
calla (n = 44) group 1b (n = 19) group 2c (n = 8)

Child-related reasons
Crying, in pain 14 4 –
Fever with or without other symptoms 9 4 2
Specific symptoms 21 8 6
Abnormal behaviour 1 4 4

Parents’ cognitions
Worried, unwilling to take a risk 7 8 5
Wants a diagnosis or wants to 8 10 2

rule out a specific disease
Wants treatment 2 3 –
In doubt, unsure what to do 10 4 3

Contextual reasons
Former experience of illness in child 3 3 –
Doesn’t want to wait until the next 1 6 1

morning or after the weekend
Earlier advice was not effective – 2 2
Has to go to work the next morning – 1 –

aPhone calls before visit to cooperative. bParents interviewed after visit to cooperative.
cParents of children referred to hospital.

Table 2. Parents’ reasons for wanting immediate medical
advice.
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discovered that it wasn’t ordinary crying. So I
picked her up and it took quite some time before
she had calmed down, while this usually isn’t the
case. So I really had the feeling that there was
something wrong. And my husband returned
home and he thought that she was a bit pale and
bluish and he found her breathing abnormal. So
he was uneasy. And we had always said to each
other: if one of us doesn’t trust something, we’ll
go to the doctor.’
(Parent 11, interview group 1, complaint
abnormal breathing and pallor, no disease found)

Some parents were particularly worried about the
possibility of a life-threatening disease like meningitis
or appendicitis. They wanted to avoid being too late
and damaging their child. Parents didn’t want to
‘take a risk’ with their child and said that they would
rather attend the doctor ‘too often, than not often
enough’. They expected doctors to take them
seriously and reassure them. Interestingly, adequate
medical treatment was not mentioned as an
expectation:

‘They always help me immediately and take me
very seriously. That is why I said: “I am always
well received”. My son is always examined
thoroughly. Last time as well. They said
immediately that they were going to order an
X-ray, because they couldn’t be completely sure
if it wasn’t pneumonia. So that is fine. They are
very watchful with children.’
(Parent 42, interview group 1, complaint gasping
and groaning, diagnosis upper respiratory
infection)

Parents wanted to know exactly what was wrong
with their child and wanted to exclude serious
disease. They felt that risk avoidance was part of
their parental role. They emphasised how important
their offspring were to them, with expressions like:
‘That child is the most important thing you have’ or
‘That child touches you to the depth of your soul’.
They thought it was natural to be upset when their
child was ill. Parents of sick children demanded a lot
of themselves. They felt they had to keep a close
watch on the child and gather relevant information
about the situation. They felt responsible for getting
medical help on time; they wanted to be assertive in
their contacts with medical professionals, and to
stand up for their children.

DISCUSSION
Summary of main findings
The major finding of this study is that parents take
their children to the after-hours service because their

interpretation of their children’s symptoms gives them
reason to worry. When their anxiety has reached a
certain level, consulting a doctor seems their only
option. They regard the symptoms as signals that
their child could become seriously ill. Relief of
complaints, one of the traditional reasons for seeing
the doctor, does not seem to play an important role in
the motivation of these parents: they want to rule out
risks. Parents relate their fears to life-threatening
conditions that can develop in a short time span,
such as meningitis and appendicitis.

Overall, parents ask for immediate care when they
are afraid of a serious disease. They seek prevention,
diagnosis, and reassurance. Treatment and cure are
secondary to them when using out-of-hours
services. Parents principally try to regulate their own
risk perception. In this sense, the concept of a ‘risk
culture’ could be applied here.

Strengths and limitations of the study
A strong point of the study is the use of recordings of
phone calls that were made immediately after
parents had decided to consult, but before they were
aware of the outcome of their consultation. However,
these phone calls were brief and they were made to
obtain professional advice, which could influence the
information parents chose to give at that time.

By interviewing parents who had recently needed
urgent medical attention for their children, the
researchers avoided talking about hypothetical
situations; however, as these interviews took place
after the event and after the recovery of the children,
this could also have influenced the results.
Comparison between phone calls and interviews of
individual parents showed large similarities with regard
to the descriptions of the symptoms and the reasons
for contacting the cooperative.

By starting out with a random sample of parents
visiting the out-of-hours cooperative for their children,
and interviewing parents with varied background
characteristics, a broad range of opinions was
gathered concerning the research subject. However,
the findings are limited to one region of the
Netherlands and one out-of-hours cooperative. The
second sample with eight parents of children with
more serious diseases is a convenience sample. Data
from this group have only been used as an addition to
findings from the first group and no separate
conclusions were drawn from these data.

As the parents knew their interviewer to be a GP, it
is possible that they limited their information to
things that they thought would be interesting for a
GP. For this reason, they may also have left out
criticism of doctors or opinions that differed from
those of people in the medical position. Even so,
various critical comments were recorded concerning
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individual doctors, the organisation of the out-of-
hours cooperative, and medical opinions.

Comparison with existing literature
Parents’ preoccupation with risks is, in part, a
reflection of former experiences with medical
professionals; for example, previous research
indicates a positive relationship between the extent of
worry about fever and earlier contacts with
professionals.17 The present study demonstrated that
parents copied professional practices at home to rule
out serious disease.

The decision-making process parents went
through before they decided they needed medical
help was similar to the process in non-urgent
situations.6,18 They monitored their children until
circumstances arose that made them feel in need of
immediate professional advice. That was the
moment when they defined the symptoms of their
child as ‘urgent’. Earlier studies have shown that
worry plays an important part in the decision of
parents to consult.3,4 However, this worry has so far
not been related to the preoccupation with risk that
pervades health care, and the central role of risk
regulation in society as a whole.

Within so-called ‘risk societies’,11–12 individuals
become increasingly aware of health threats. Their
trust of authorities is decreasing and, at the same
time, they have a greater need for expert knowledge
to foresee health threats.12 Professional practice and
professional language are translated to everyday life.
Self-help by patients becomes more important, and
there is a shift from cure to prevention.11,12,19,20 These
general traits of ‘risk society’ are also characteristic
of the way parents dealt with their children’s health in
the current study.

In modern societies people see themselves as
agents of their own future and of their own health.
People monitor their health reflexively. This means
that they try to anticipate all possible dangers to
their own bodies and those of their children, who are
also, literally, the embodiment of the future. This task
can cause anxiety in parents, who feel that their
child’s health is dependent on their individual
decision making. This anxiety was apparent in the
present study and in earlier research by Kai, who
also found that a perceived threat to the child and
feeling powerless were the main contributors to
parental worry.4

Visiting the doctor seemed the only way for
parents to reduce their uncertainty and anxiety.
Parents monitor themselves and their children; their
own worry is interpreted as a legitimate reason to
see a professional. They have learned to behave that
way in a society that is keen on early diagnosis and
risk control.

Implications for future research and clinical
practice
GPs should be aware that parents use professional
diagnostic procedures at home, the results of which
they might interpret differently from doctors. The
use of the thermometer is a longstanding example:
in the discussion about ‘parental fever phobia’,
which is more than 20 years old, several authors
have advocated interventions to educate parents
about their misconceptions concerning fever.17,21

However, parental anxiety about fever has not
diminished.17 Using the test for neck stiffness at
home to decide if a child is seriously ill is another
dubious example of a professional diagnostic
procedure that parents use while unfamiliar with its
exact medical significance. This practice is not
something that doctors should want to encourage,
mainly because a negative test, by itself, is not
reassuring. As such, further investigation into the
use of professional diagnostic procedures at home
seems worthwhile.

Putting more effort into the education of parents
about acute illnesses in children will not
automatically lessen parental fear when parents
observe certain symptoms in their children. Part of
this fear has been induced by doctors themselves,
who also try to stay on the safe side.9 How to avoid
missing serious infection in children in general
practice is an ongoing subject of research and
debate,22,23 but guidelines that advocate the use of
more biomedical measures by GPs, such as heart
rate or capillary refill time, can affect the way parents
manage their sick children, as these measures might
also become generally accepted for use at home.
Doctors should realise the long-term effects of their
actions on the attitudes of parents. This study shows
that whenever a child’s symptoms can possibly fit
the diagnosis of a life-threatening disease, parents
will want to rule out that risk. Knowledge from
educational pamphlets or former advice from their
doctors do not seem to be sufficient once parents
are uneasy about their child’s symptoms. Education
is useful for several reasons, such as empowering
parents, but doctors should be aware that more
parental knowledge will probably not reduce the
number of non-urgent after-hours consultations for
children. Therefore, it seems advisable to steer the
discussion away from inappropriate use of out-of-
hours facilities, and to accept that parents of sick
children will continue to seek advice from doctors at
all hours of the day to perform their parental duty of
ruling out every possible risk.
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